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Licensee/Titulaire de permis

VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR
302 Town Centre Blvd, Suite #200, MARKHAM. ON |L3R-0E8

Long-Term Care Home/Foyer de soins de longue durée

LEISUREWORLD CAREGIVING CENTRE - OXFORD
263 WONHAM STREET SOUTH, INGERSOLL, ON, N5C-3P6

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLE ALEXANDER (112)

“ " Inspection Summary/Résumeé de l'inspection

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, 2 Registered Staff, a
Personal Support Worker, 2 family members and 5 residents.

During the course of the inspection, the inspector(s) reviewed the home's staffing schedute and back up plan,
policies and procedures related to abuse prevention, monitored resident call bell response times, reviewed
resident bathing schedules and general resident observations were made.

The following inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Sufficient Staffing

Findings of Non-Compliance were found during this inspection.

SIS NON-COMPLIANGE / NON-RESPECT DES EXIGENCES -
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- |WN — “Avis écrit :

o VPC - Plan de redressement vo!ontatre -

:|DR =" - Aiguillage au directeur :

CO—: Ordre de conformité - Sl
72 IWAQ — Ordres : travaux et actrvrtés R

: Le non-respect des exigences de la Loi de 2007 surles foyers de
soins de Jongue durée (LFSLD) a &té constaté. {Une exigence de la
LTGHA lncludes !he requrrements contamed rn _lhe items Ir_sted in}lof comprend les extgences qui font partie des &léments énumérés
the definition of "requirement under this Act” in subsection 2(1) .. |dans Ia définition de « exigence prévue parla présente loi », au
ofthe LTCHA)) ' o - paragraphe 2{1) de la LFSLD

WN = Written Notrf cation - .. . : o
VPC — Voluntary Plan of Cor{ecilon R
DR —. . Director Referral L
Comp]:ance Order

The foﬂowmg constitutes written notification of non-compliance - {Ce qui suit constrtue un avis sorit de non-respect aux termes du
under paragraph 1 of sect[on 152 of ihe LTCHA. e paragraphe 1 de l'article 152 de Ia LFSLD '

WN #1: The Licensee has failed to comply w1th LTCHA 2097 $.0. 2007, c.8, s, 19 Duty to protect
Specifically failed to comply with the following subsections:

s.19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall
ensure that residsnts are not neglected by the licensee or staff. 2007, ¢. 8, s. 19 (1).

Findings/Faits saillants :

1. An allegation of physical and verbal abuse 1o a resident was reported to the Charge Nurse. The Personal Support
Worker who was alleged to have physically and verbally abused the resident continued to work the shift and was
reported to have had contact with the resident the following day on the Personal Support Worker's next working shift.

Additional Required Actions:

CO # - 001 will be served on the licensee. Refer to the “Order(s)} of the Inspector”.

WN #2: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, c.8, s. 20. Policy to promote zero
tolerance

Specifically failed to comply with the following subsections:

s. 20, (1) Without in any way restricting the generality of the duty provided for in section 19, every licensee shall
ensure that there is in place a written policy to promote zero tolerance of abuse and neglect of residents, and
shall ensure that the policy is complied with. 2007, c. 8, s. 20 (1),

Findings/Faits saillants :

1. The home's palicy titled "Abuse and Neglect Resident V3-010"

states: 1) "if an employes or volunteer withesses an Incldent, or has any knowledge of an incident, that constitutes
resident abuse or neglect; all staff are responsible to immediately take these steps: The Charge Nurse in the home will:
immediately report to the Ministry of Health and Long Term Care" 2) "The Director of Administration or designate, at the
time of the immediate notification by staff, will: 1)Determine whether or not the employee should be sent home
immediately"

An allegation of abuse was not reported to the Ministry of Health and Long Term Care.

Management did not determine sending the Personal Support Worker home due o staffing shortages
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance in ensuring the home's policies and
procedures are complied with,, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 31. Nursing and personal support services
Specifically failed to comply with the following subsections:

s. 31. (3) The staffing plan must,

(a) provide for a staffing mix that is consistent with residents’ assessed care and safety needs and that meets
the requirements set out in the Act and this Regulation;

(b} set out the organization and scheduling of staff shifts;

(c) promote continuity of care by minimizing the number of different staff members who provide nursing and
personal support services to each resident;

(d) include a back-up plan for nursing and personal care staffing that addresses situations when staff, including
the staff who must provide the nursing coverage required under subsection 8 (3) of the Act, cannot come to
work; and

(e) be evaluated and updated at least annually in accordance with evidence-based practices and, if there are
none, in accordance with prevailing practices. O. Reg. 79/10, s. 31 (3).

Findings/Faits saillants :

1. Call bell response times were timed and exceeded 30 minutes on 2 occasions following the lunch service on October
28, 2012. Resident interviews confirmed that wait times are in excess of 30 minutes and longer on weekends when
staffing is compromised due to shortages.

2. Staff and resident interviews confirmed that due to staffing shortages: baths are canceled and rescheduling of baths
is not always successful due to staffing shortages.

The home's back up staffing plan does not address staffing shorfages on the weekend. The staffing schedule and staff
and resident interviews confirmed 3 PSW staff that were not replaced on Saturday October 27 and 2 PSW staff on
Oclober 28, 2012

Following an allegation of verbal and physical abuse by a PSW, the Charge Nurse was not able to replace the shift as
the home was already working with less that the regularly scheduled staffing complement [0.Reg 79/10,5.31{3){a)(d})]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2} the licensee is hereby

requested to prepare a written plan of correction for achieving compliance for ensuring the Licensee has both a

staffing plan and back up plan in place and in keeping with residents’ assessed care and safety needs,, fo be
implemented voluntarily.

Issued on this 6th day of November, 2012
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Ministry of Health and
Long-Term Care

Order(s) of the Inspector
Pursuant to section 153 andior
section 154 of the Long-Term Care
Homes Actf, 2007, 5.0. 2007, ¢.8

Health System Accountability and Performance Division
Performance Improvement and Gompliance Branch

Ministére de la Santé et
des Soins de longue durée

Ordre(s) de l'inspecteur

Aux termes de farticle 153 etfou

de l'article 154 de la Loi de 2007 sur les foyers
de soinz de longue durée, L.O. 2007, chap. 8

Division de [a responsabilisation et de la performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #) /
Nom de l'inspecteur (No) :

Inspection No./
No de 'inspection :

Type of Inspection /
Genre d'inspection:

Pate of Inspection /
Date de ’inspection :

Licensee/
Titulaire de permis ;

LTC Home /
Foyer de SLD :

Name of Administrator/
Nom de 'administratrice
ou de 'administrateur :

CAROLE ALEXANDER {112)
2012_185112_0009
Complaint

Oct 28, 29, Nov 5, 6, 2012

VIGOUR LIMITED PARTNERSH!P ON BEHALF OF VIGOUR
302 Town Centre Blvd, Suite #200, MARKHAM, ON, L3R-0E8

LEISUREWORLD CAREGIVING CENTRE - OXFORD
263 WONHAM STREET SOUTH, INGERSOLL, ON, N5C-3P6

SUZANNE MEZENBERG

To VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR, you are hereby required to comply with the following
order(s) by the date(s) set out below:
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Order #/ Order Type /

Ordre no : 001 Genre d'ordre : Compliance Orders, s. 153, (1) (a)

Pursuant fo / Aux termes de :

LTCHA, 2007 8.0. 2007, ¢.8, s. 19. (1) Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1).

Order f Ordre :

The Licensee will protect residents from abuse by anyone and shall ensure that residents are not neglected by
the Licensee or staff.

Grounds / Motifs :

1. An allegation of physical and verbal abuse to a resident was reported to the Charge Nurse. The Personal
Support Worker who was alleged to have physically and verbally abused the resident continued to work the shift
and was reported to have had contact with the resident the following day on the Personal Support Worker's next
waorking shift, (112)

This order must be complied with by /
Vous devez vous conformer a cet ordre d'ici le : Nov 06, 2012
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REVIEW/APPEAL INFORMATION
TAKE NOTICE:

The Licensee has the right to request a review by the Director of this {these) Crder{s) and to request that the Director stay this {these) Order(s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made In writing and be served on the Director within 28 days from the day the order was served on the
Licensee.

The written raquest for review must include,

{a) the portions of the order in respect of which the review is requested;
{b} any submissions that the Licensee wishes the Director 1o consider; and
(c) an address for services for the Licensee.

The written request for review must be served personally, by registered mail or by fax upon:
Director
c/o Appeals Coordinator
Performance Impravement and Compliance Branch
Ministry of Health and Long-Term Care
55 St. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

When service is made by registered mail, it is desmed to be made on the fifth day after the day of mailing and when service Is mads by fax, it is
deemed to be made on the first business day after the day the fax is sent. If the Licenses Is not served with written notice of the Director's decision
within 28 days of recelpt of the Licensee's request for review, this(these} Order(s) is(are)} deemed to be confirmed by the Director and the Licenses is
deemed to have been served with a copy of that decision on the expiry of the 28 day period.

The Licensee has the right to appeal the Director's decislon on a request for review of an Inspector's Order(s) to the Health Services Appeal and
Review Board {HSARB) in accordance with section 164 of the Long-Term Care Homaes Act, 2007. The HSARB is an Independent tribunal not
connected with the Minlstry, They are established by fegislation to review matters conceming health care services. If the Licenses decides to request a
hearing, the Licensee must, within 28 days of being served with the notice of the Direclor's decision, give a wrilten notice of appeal to both:

Health Services Appeal and Review Board and the Birector

Attention Registrar Director

151 Bloor Street West c/o Appeals Coardinator

th Floor Performance Improvement and Compliance Branch
Torento, ON M58 2T§ Ministry of Health and Long-Term Care

55 8t. Clair Avenue West
Suite 800, 8th Floor
Teranto, OGN M4V 2Y2
Fax: 416-327-7603

Upaon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may learn
mere about the HSARB on the website www.hsarb.on.ca.
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RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de l'article 163 de Ia Loi de 2007 sur les foyers de soins de longue durée, te litulaire de permis peut demander au directeur de réexaminer
l'ordre ou les ordres qu'it a donné et d’en suspendre 'exécution.

La demande de réexamen doit &tre présentée par écrit et est signifiée au directeur dans les 28 jours qui suivent la signification de l'ordre au litulaire de
permis.

L.a demande de réexamen doit contenir ce guil suit

a) les parties de l'ordre qui font 'objet de la demande de réexamen;
b} les observations que le titulaire de parmis socuhaite que le directeur examine;
¢} F'adresse du filulaire de permis aux fins de signification.

La demande écrite est signifiée en personne ou envoyée par courrler recommandé ou par t&lécopieur au ;

Directeur

afs Coordinateur des appels

Direction de 'amélioration de la perforimance ef de la conformité
Ministére de la Santé et des Soins de longue durée

55, avenue St. Clair Ouest

8e étage, bureau 800

Toronto {(Ontario) M4V 2¥2

Télécopleur : 418-327-7603

Les demandes envoyées par courrier recommandé sont réputées avolr é1é signifides le cinquigme jour suivant Fenvoi st, en cas de transmission par
télécopieur, Ia signification est réputés faite te jour ouvrable sulvant 'envol. Si le litutaire de permis ne regoit pas d'avis écrit de la décision du directeur
dans les 28 jours suivant la signification de la demande de réexaman, P'ordre ou les ordres sont réputés confirmés par le directeur. Dans ce cas, le
titulaire de permis est réputé avoir regu une cople de la décision avant expiration du détai de 28 jours.

En vertu de 'article 164 de la Lol de 2007 sur les foyers de soins de longue durée, fe fitulaire de permis a le droit d'interjeter appel, auprés de la
Commission d'appel et de révision des services de santé, de la décision rendue par e directeur au sujet d'une demande de réexamen d'un ordre ou
d’ordres donnés par un inspecteur. La Commission est un tribunal indépendant du ministére. Il a été établi en vertu de fa foi et il a pour mandat de
trancher des litiges concernant les services de santé. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celul o Jui a &1¢ signifié 'avis de déclsion du directeur, faire parvenir un avis d'appel écrit aux deux endroits suivants :

A l'attention du registraire Direcleur

Commission d'appel et de révision des services de santé als Coordinateur des appels

151, rue Bloor Ouest, 9e étage Direction de F'amélioralien de la performance et de la conformité
Toronto (Ontario) M5S 275 Ministére de la Sanié et des Soins de longus durée

55, avenue St. Clair Quest
Be élage, bureau 800
Toronio (Ontario) M4V 2Y2
Télécopleur : 418-327-7603

La Commission accusera réceplion des avis d'appel et transmedtira des instructions sur la fagon de procéder pour interjeter appel. Les titulaires de
permis peuvenl se renseigner sur la Commission d'appe! et de révision des services de santé en consultant son site Web, au www.hsarb.on.ca.

issued on this 6th day of November, 2012
Signature of Inspector/

Signature de I'inspecteur :

Name of Inspector / / _

Nom de I'inspecteur ; CAROLE ALEXANDER

Service Area Office/
Bureau régional de services .  ondan Service Area Office
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